What is Severe Acute Respiratory Syndrome (SARS)?
Severe Acute Respiratory Distress Syndrome (SARS) is a respiratory illness characterized by fever and other symptoms, which may include:
• a fever with the temperature greater than 100.4 °F or 38.0 °C • a general feeling of malaise, headache, and/or cough After two to seven days, the respiratory symptoms may become increasingly severe so that oxygen support and mechanical ventilation are necessary. According to the Centers for Disease Control and Prevention (CDC), approximately 10 to 20 percent of cases progress to the stage of requiring respiratory support. The exact cause of SARS is still under investigation; however, scientists have identified a type of coronavirus in patients with SARS. The common, known types of coronavirus cause upper respiratory illnesses. SARS coronavirus (SARS Co-V) may survive in the environment for up to several days. Laboratory studies at the CDC and around the world are currently studying SARS Co-V to determine what factors and conditions support its survival outside the body.
Because the SARS Co-V has only been identified recently, there are no Environmental Protection Agency (EPA) approved cleaning agents known to be specifically effective disinfectants. The CDC recommends using products already proven effective against other related viruses such as bleach, ammonia or alcohol, or agents that contain any of these disinfectants.
The treatment for SARS is directed at alleviating the symptoms presently. In the absence of Ann C. Holden, RN, MSc A Q Exploring Your Questions About This New Infectious Disease a specific antiviral agent for SARS, the CDC currently recommends treating the patient similarly to a patient with serious communityacquired atypical pneumonia.
Q How do we know if a patient may have SARS?
A Careful screening is essential. Ideally this will occur at the hospital entrance and consist of a written tool with specific questions related to symptoms, present or recent illnesses in the household and any history of recent travel to affected areas. When a woman presents to the nursing unit with her completed screening tool, it's prudent to review it with her and ensure that she has carefully read and understood the questions. Cultural diversity in a health care community may require additional resources (see Box 1 for sources), such as translators or questionnaires in multiple languages, at the point of care to provide and obtain accurate information.
Q What kinds of protective equipment are necessary?
A Frontline staff, such as the birthing unit triage nurse responsible for seeing patients who may not have been screened, should wear an N95 mask, face shield or goggles, gown, and gloves until the screening for SARS has been completed and all questions related to possible symptoms or an epidemiological link have been answered and are negative.
Universal precautions are the minimum standard of care. Additional precautions should be taken depending on the specific situation. Frequent hand washing and the use of alcohol-based hand rubs should be stressed. During the recent SARS breakout in Toronto, Ontario, Canada, patients and visitors were given surgical masks to wear during their time in the hospital. Laboring women were not expected to wear a mask; however, the health care providers were in full protective garb. Medical and surgical patients as well as postpartum women were instructed in the use of masks.
Q How does one provide family-centered care when the hospital has closed to visitors?
A Public education about the disease and hospital restrictions in the form of public information announcements and publica-tions are useful. Defining visitors versus family or significant others for the door screeners is also necessary. During the height of the recent Toronto SARS experience, women giving birth were able to have their support person remain with them. Postpartum visitation was limited to one support person. Newborns in the NICU and pediatric patients were permitted both parents. No visiting or support persons (other than translators) were permitted on the medical or surgical units. The restrictions were relaxed slightly when the disease was believed to be under control. To date, visiting has not returned to pre-SARS practices among Toronto hospitals.
Q When a hospital does not have LDRPs, should a woman who is an asymptomatic SARS contact be transferred to postpartum?
A Minimizing the risk of infection to others is one of the goals when caring for any patient who may be infected; therefore, the less movement through the hospital, the better. Creating an isolation LDRP room in an LDR is preferable. A negative pressure isolation room is ideal.
There should be a supply of all required protective garments and supplies located outside the room. Disposable equipment should be used whenever possible. Protective coverings should be used on nondisposable items. No equipment or supplies should be shared between the isolated patient and others. The mother-baby couplet should be nursed together and discharged home in quarantine as per the current guidelines. When a newborn requires special care, isolation precautions must be implemented in the nursery setting.
Women who remain asymptomatic may be discharged and complete the quarantine period at home. Arrangements for follow-up appointments and assessments must be made with consideration for the period of quarantine. Community resources and contact telephone numbers may help provide the isolated family with some reassurance that help is still available for them in their unique situation.
Q What other kinds of health care systems and policy changes have occurred in Toronto because of SARS?
A diately activated a SARS Provincial Operations Centre (POC), which functioned as a type of mission control for all health care organizations in the province. In addition to working with the local Toronto authorities, the Operations Centre ensured that communication was maintained throughout the province.
Strategic planning for the containment of the disease and treatment of SARS patients was co-coordinated through this body. Regular teleconferences were held and directives issued. The directives clearly articulate how all acute care hospitals in Toronto and the surrounding area are to conduct business with the goal of containing and eradicating SARS.
Examples of some of the directives include:
• advising all hospitals to restrict the number of entrances to control access • requiring all patients and visitors entering through the emergency department to apply a surgical mask prior to entering the department • requiring every hospital to establish a SARSspecific isolation unit and details pertaining to the numbers of beds the unit should have based on the size of the hospital and specific infection control measures that are to be implemented
In June 2003, as SARS was contained and Toronto experienced a 20-day period (twice the incubation period) with no new cases of SARS diagnosed, recognizing the need for continued vigilance, the POC issued a directive that requires all hospitals to have a comprehensive SARS surveillance program in effect.
Q What are the risks of working in a hospital when there is a SARS outbreak?
A Hospital workers are exposed to a certain level of risk simply because they are working in an environment where there are sick people. During the outbreak of any disease, it's important to become as educated as possible about the disease, the symptoms, its mode of transmission, incubation period and treatments. Adherence to and application of the appropriate infection control measures for the situation is essential. Communicating accurate information to patients, visitors and the public will assist with the containment of a disease. When door screening is done vigilantly and staff are compliant with frequent hand washing, and the proper wearing and use of protective equipment, the risk to health care workers is minimized.
